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ta.2013.0Abstract Metastatic lesions of the oral cavity are extremely rare, accounting for approximately
1% of all malignant oral tumors. Renal cell carcinoma (RCC) is the third most frequent neoplasm
to metastasize to the head and neck region preceded only by breast and lung cancer. The nose and
paranasal sinuses are most commonly affected followed by the oral cavity. Within the oral cavity,
the tongue is a frequent target for RCC metastasis.
We report the case of a 66-year-old Malay man presenting with a lesion in oral cavity which has
grown substantially over several months without any urological complaint except a history of left
nephrectomy for unsure pathology about 17 years ago.
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Allied Sciences.1. Tongue mass in post nephrectomy patient
A 66-year-old Malay man presented to dental clinic with a
6 month history of left lateral border of the tongue mass.
The mass is painless and gradually increased in size over the
last several months. It also made eating difﬁcult at times and
resulted in one episode of minimal oral bleeding that resolved
spontaneously. The case was subjected to ﬁne needle aspiration
cytological (FNAC) examination of the mass and Computed
tomography (CT) scanning of head and neck till pelvic area.
Surprisingly, the ﬁnding came back as squamous cell carci-1455555.
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tient was referred to our institution for further evaluation.
On further history, he had chronic kidney disease stage 3
since 1995 after left kidney was removed and underwent radio-
therapy for unsure type of left kidney malignancy. He was dis-
charged from follow up with urologist after several months.
The physical exam revealed a fungating mass at the left lateral
border of the tongue (Fig. 1) which is ﬁrm and non tender onFigure 1 Left fungating tongue mass.
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Figure 2 Immunohistochemically positive to CK and CD10
clear cell.
148 S. Amiruddin, M.R.M. Yunuspalpation. The tongue is mobile and the mass is not involving
the alveolar sulcus, retromolar trigone and ﬂoor of the mouth.
There is no palpable lymph node at the neck area.
Biopsy of his left tongue mass was repeated and revealed
clear cell carcinoma. Histological evaluation showed the pres-
ence of nodules of neoplastic cells seen in the stroma and inﬁl-
trating the overlying stratiﬁed squamous epithelial lining
which was arranged in nest with pleomorphic nuclei with
prominent nucleoli. Immunohistochemically, the neoplastic
cell is positive to cytokeratin (CK) and focally positive for
CD10 (Fig. 2) which suggest metastatic renal cell carcinoma.
RCC Ag immunohistochemistry is positive and conﬁrmed that
the tongue mass is a secondary with the renal carcinoma in
origin.
A positron emission tomography (PET) scan was done to
detect the recurrent or residual carcinoma in the right kidney
but no lesion was detected except the lesion at the left lateral
tongue, right lung nodule and two lesions with perilesional
edema seen in the right and left parietal region measuring
1.0 cm and 1.3 cm in diameter which is the same ﬁnding with
previous CT ﬁndings.
Whole brain radiation was done and palliative excision of
tongue lesion under general anesthesia was planned but patient
developed multiple episodes of seizure, so the procedure was
postponed and patient was started on oral Sodium Valproate.
CT scan of the brain with contrast was repeated to see the
extension of the metastatic nodule but it shows presence of the
left frontal lesion with perilesional edema and resolution of the
rest of the brain parenchymal lesions. On latest follow up, pa-
tient declined excision of the tongue lesion so regular follow up
was continued at otorhinolaryngology and oncology clinic at
the same center.
2. Discussion
Metastases to the tongue from distant primaries are exceed-
ingly rare; their prevalence accounts for only 0.2% of 6881
cases of all malignant diseases.1 Renal cell carcinoma (RCC)
is one of the most common tumors after lung and breast cancer
to metastasize to the head and neck region. With regard to the
histologic subtypes of RCC and their relationship to progno-
sis, the most common subtype, which is clear cell renal cancer,
accounts for 70–80% of all RCCs. It shows multiple metastasisto the head and neck region in almost 15% of cases.2 Reports
of RCC to the head and neck region involve the nose, tongue,
paranasal sinuses, larynx, mandible, temporal bone, thyroid
gland, and parotid glands.3
Tongue metastasis as an initial presentation of RCC is ex-
tremely rare. The literature review revealed 28 cases of RCC
metastatic to the tongue. Out of these, only ﬁve cases presented
initially with tongue metastases before the primary diagnosis
of RCC.4,5 Metastases are often observed on the base more
than other parts of the tongue because of the rich vascular
supply.6
Unfortunately, oral cavity metastasis from RCC is usually
a manifestation of widespread disease7 RCC penetrates the
vessels of the kidney and accesses the systemic circulation.
Head and neck metastases are mostly related with lung metas-
tases as in the current case. Spread via Batson’s venous plexus
can be a possible route for the metastasis to tongue if no signs
of pulmonary disease are identiﬁed.8
Histologically, differentiating among clear cell tumors with
conventional light microscopy can be challenging. It can be
especially difﬁcult to distinguish between RCC metastasis
and clear cell malignancies of salivary glands.9 Immunohisto-
chemical staining helps in this distinction, with RCC metasta-
sis exhibiting focal cytokeratin positivity (versus minor
salivary gland cancers showing diffuse positivity) and a strong
reaction for vimentin.10
Concerning imaging in a patient with a suspected RCC, CT
has a reported overall diagnostic accuracy of 95%, and many
radiologists consider CT the modality of choice for renal neo-
plasms. However, this modality is not essential when searching
for a mass smaller than 4 cm where venous invasion is un-com-
mon.11 Recently, positron emission tomographic (PET) scan-
ning has been suggested as a modality for evaluating known
RCC, with 75% of known tumors being identiﬁed with a
false-negative rate of 25%.12
There is a possibility that this tumor might have metasta-
sized from a regressed renal primary tumor. This phenomenon
of spontaneous regression of RCC has been well documented
in the literature since it was ﬁrst reported in 1928.13 Regression
is more common in the metastasis, but it can also occur in the
renal primary tumor as reported by Everson and Cole.14
Treatment of renal cell carcinoma metastasis to the head
and neck is directed mainly toward palliation.15 Azam et al.
describe surgically debulking a rapidly growing metastatic ton-
gue lesion in order to relieve pain and allowing the patient to
swallow. They then administered radiotherapy to the oral cav-
ity at a dose of 60 Grays to treat any remaining microscopic
disease.4 Kyan and Kato report the surgical resection of a lin-
gual mass followed by the administration of interferon-alpha
and interleukin-II without recurrence of disease at 2 years.16
Shibayama et al. reported a complete response in a base of
the tongue metastasis after interferon-a therapy.17
The prognosis of metastatic RCC is poor and 5-year sur-
vival is less than 10%. The ﬁnding of lymph node involvement
portends a poor prognosis with 5- and 10-year survival rates
similar to those with systemic metastasis (5–30% and 0–5%,
respectively). An extended lymph node dissection has been
suggested to beneﬁt patients with early, isolated or microscopic
involvement of the nodes. However, this remains controversial
with a lack of randomized data to support any survival
advantage.18
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The patterns of metastases from RCCs are not yet deﬁned with
accuracy and, as a result, RCC has been associated with rare
metastatic sites and occasionally atypical presenting symptoms
from disseminated disease and distant metastatic sites.
Metastatic spread to the tongue may occur in advanced
stages of RCC. The prognosis of patients with tongue metasta-
sis is poor because most of them have widespread disease.
Clinical and even histological differentiation between the
primary and metastatic tongue carcinoma can be challenging.
Since the tongue is a rare metastatic site, when a lesion is de-
tected, a thorough evaluation should be made to distinguish
between metastasis and primary cancer, so that appropriate
treatment can be offered.
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